Type I Aortic Dissection Involving Visceral Arteries  by Zakaria, A.M. et al.
SHORT REPORT
Type I Aortic Dissection Involving Visceral Arteries
A. M. Zakaria*, G. E. Newman, D. D. Glower Jr, J. L. Gray, R. L. McCann
and J. H. Lawson
Department of Surgery, Duke University Medical Center, Durham, NC, USA
Key Words: Aortic dissection; Vascular surgery; Mesenteric bypass; Mesenteric ischemia.
Introduction
Acute aortic dissection may be complicated by exten-
sion into the visceral arteries. The choice of various
management options in this setting is not always
straightforward, and many patients fare poorly
regardless of what is done. We present a patient with
mesenteric and renal artery involvement treated with
both vascular and endovascular surgery.
Case Report
A 60-year-old male noted sudden onset of left chest
pain at rest, transient weakness and numbness in the
right leg, and increasing abdominal pain. His blood
pressure was 187/91. Cardiac, abdominal, and vascu-
lar exams were normal.
CT scan revealed an ascending aortic dissection
extending from the aortic valve to the iliac bifurcation.
He underwent grafting of the ascending aorta from the
sinotubular ridge to the base of the innominate artery
with re-suspension of the aortic valve and
fenestration.
Post-operatively, he experienced transient con-
fusion, prolonged ileus, abdominal pain, acidosis,
and self-limited ATN. Ten days post-operation, his
lipase and WBC were acutely elevated. CT demon-
strated portal venous air, enteric pneumatosis, and
dissection into the superior mesenteric artery (SMA)
and renal arteries (Fig. 1). Exploratory laparotomy
revealed six feet of ischemic small bowel (resected)
and a pulsatile SMA. Mesenteric revascularization was
not undertaken.
Due to persistent ileus, a mesenteric arteriogram
was performed 5 days later, demonstrating occlusion
of the SMA and 65% bilateral renal artery stenoses.
Reversed saphenous vein bypass was performed from
the nondissected left external iliac artery to the SMA
with local fenestration. All remaining bowel appeared
viable.
Post-operative arteriography revealed a patent graft
with filling of the SMA and branches (Fig. 2). Concern
remained about possible progression of his renal
artery dissections, so stents were placed in the right
renal artery. He was discharged with slow progression
to normal bowel function and a normal creatinine.
Discussion
Ischemic complications are common in patients pre-
senting with aortic dissection involving the visceral
segment.1 Visceral artery lesions are present in 8.7% of
cases2 and vascular complications correlate highly
with mortality.1,2 Surgical intervention is not always
effective in reducing mortality in the setting of
mesenteric or renal ischemia.2 Interventional options
include percutaneous or surgical fenestration, percu-
taneous stent placement, and surgical bypass with or
without fenestration. Intervention is indicated in the
presence of acute clinical compromise. The natural
history of clinically silent renal artery dissection is
unclear, although acute obstruction of the renal artery
is known to lead to irreversible renal demise. In the
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setting of bilateral renal artery dissection, prophylactic
unilateral stent placement may be indicated to
preserve renal function given the possibility of
bilateral obstruction and total renal failure.
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Fig. 1. CT scan with intravenous contrast demonstrates dissection flap extending into right renal artery and superior
mesenteric artery (arrow).
Fig. 2. Completion arteriogram after vein bypass from left
external iliac artery to superior mesenteric artery. Arrow
indicates distal anastomosis, with filling of the SMA and
branches.
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